Addictions are challenging health and social problems that need to be addressed to preserve and promote good mental health and ensure that individuals within society lead healthy and productive lives. Tackling addictions is complex and requires communities, public health, specialist services, and local and national government to act in unison and implement evidence-based interventions. This editorial raises systemic issues that need attention and proposes a range of systemic options.
We are in the midst of a crisis in the organisation and delivery of addictions services in the UK. Controversial National Health Service reforms in 2012 (championed by the then secretary of state for health) relocated responsibility for addictions treatment to local government, resulting in a reduction of over 30% in budgets for addictions treatment. 1 As a result, most specialist addictions services are inadequately resourced to help vulnerable people with complex needs, reflecting societal attitudes and a political ideology that consider substance use disorders to be only self-inflicted lifestyle choices rather than being linked with health conditions. These attitudes and policy directions may contribute to the rising death rates from cocaine and opioid use in England and Wales. Other contributors include an ageing cohort of opioid users with addictions or dependence following long-term prescribing for chronic pain.
2 Inappropriate use and prescribing of benzodiazepines, antipsychotics and gabapentinoids 3 are also implicated in the rising mortality and falling quality of life among some vulnerable groups.
Mortality rises when we neglect evidence-based harm reduction strategies. 1 An abstinence-only approach 4 condemns many people with addictions to a limited and often ineffective range of treatment options, and puts their lives at risk. 3 For example, without access to take-home naloxone (for which there is a strong evidence base), people who relapse are more likely to die of accidental overdose.
Deaths due to addictions, like many health conditions, are overrepresented in the most deprived parts of the country.
2 Poverty and socioeconomic disadvantage limit choices and opportunities, and chronic adversity may result in excessive use of alcohol, nicotine and other psychoactive substances.
One subset of the population, those with or at risk of severe mental illness and comorbid substance use, will have more complex needs that are not easily met within existing commissioned services, and so are likely to be over-represented in drug-related deaths. Cannabis and especially skunk use elevate the risk of developing psychoses and complicating care and treatment of people with psychoses.
Paradoxically, some illegal substances may have therapeutic benefits when used as self-medication. For example, trials of psychoactive substances for treatment-resistant depression and cannabidiol-based products show potential benefit for people with chronic pain, multiple sclerosis and Parkinson's disease.
There is already a disconnection between policies for managing the health harms of legal drugs (e.g. alcohol and tobacco) and those of illicit substances, which seem especially prone to stigma and negative value judgements that fail to grasp the dynamic interactions between biological, psychosocial and environmental drivers of addiction. Progressive policies in Scotland, including minimum unit alcohol pricing, demonstrate the effective combination of evidenced public health principles with investment in substance use services. Since the 2012 reforms in England, knowledge, skills and the investment needed for effective recognition and management of addiction have been lost from the infrastructure at every level (personal, clinical and societal). This delivers poor outcomes for everyone.
Decriminalisation and regulation of substance use is an option currently not under discussion by government but this additional lever is essential to consider, alongside better standards of care and access to addictions services and specialists. Any new legal framework must be firmly linked to a population-based approach to education and risk reduction, robust evaluation of outcomes and the necessary resources to implement them. The failure to implement policy is a key cause of poor health gains.
Decriminalisation may save police resources and avoid wasteful attention on minor misdemeanours, permitting greater focus on those with more severe offending such as theft and violence. 5 Criminalisation of khat in the Netherlands reduced casual use but those with severe complex needs were neglected and their use was unmanaged. Where there are clear mental health consequences or potential for addiction, health services must be commissioned to provide essential evidence-based care. Local authorities must provide a proportionate response to improve housing, tackle poverty, support addicted parents, strengthen child protection and care, and develop education opportunities for vulnerable families.
Decriminalisation risks unintended consequences. The fear is that minor drug use may act as a gateway to more dangerous misuse and, for those with high levels of impulsivity, related psychological disorders. However, there is little evidence that this happens where there is decriminalisation.
For people living with mental illnesses, substances may aggravate poor health outcomes or offending behaviour. Considerable research needs to be undertaken to reduce these uncertainties. This should be progressed without delay alongside any reforms in healthcare, addictions services and legislation. We can learn from international examples and case studies where decriminalisation has been productive, for example, in Portugal or the USA where a four-decade 'war' on drugs has failed.
Accepting that social and political contexts may differ and influence the likely effectiveness of policies, international evidence needs careful translation. The UK has led effective harm reduction strategies and then abandoned them for no good reason. 1, 4 Decriminalisation plus regulation may offer a more productive way forward, although this must include greater regulation of existing and new providers than we have seen, for example, in the alcohol, tobacco, gambling or food industries. Clearly, this should not be seen to disempower or remove individual responsibility; challenge is a necessary component of treating addictions, but challenge alone is insufficient, especially in the absence of high-quality treatment and relapse prevention services. As access to treatment in local authority services is lost and specialist training is in critical decline, we are allowing an evidence-based known solution and preventive approach to be neglected and forgotten, only to await a crisis in which knowledge can be rediscovered and applied. The impact on lost lives and health cannot be reversed. We also need to consider progressive policies and legislation that will build on the evidence base rather than simply reconstruct known solutions and lament their limitations. 
